Ganglioglioma is one of the rare mixed neuronal glial tumors of the central nerve system. It is responsible for 0.4 -2% of the intracranial tumors observed in infants and young matures. Its most common localization is the supratentorial region. Typically, the first symptom is epilepsy. Due to the glial structure, that rare tumor can exhibit a malign transformation. Growing slowly through several months or years, it forms neurological dysfunction. The standard treatment of that supratentorial tumor is usually total resection. If an anaplastic quality is observed, the patient undergoes radiotherapy after the surgical intervention. In this article, we presented a 53-year-old patient who presented with headache and dysphasia. The patient was operated for the cystic mass in the left parietal lobe reported as an abscess. The pathology was reported as ganglioglioma and we discussed the case according to the literature.
InTRoduCTIon
Ganglioglioma (GG) is a tumor of the nerve system, which forms from its rarely seen neuronal and glial cells (6) . It is responsible for 0.4-2% of the intracranial tumors observed in infants and young adults (10) . Most childhood tumors are infratentorial, but GG is mostly located in supratentorial region in infancy and early maturation (5) . It is mostly observed in temporal and frontal lobes and frequently presents with clinical symptoms, which cause refractory epilepsy (7, 17) . The malign presentation percentages of these tumors, which generally follow a slow growth pattern, are low (6, 11, 12) . Radiologically, they are usually seen as cystic and/or calcified lesions. If they have a solid structure on cranial computed tomography (CT) and magnetic resonance imaging (MRI) examinations, they have contrast involvement and include scarce calcification (6) . Thus, they are mistaken for malign tumors. The generally accepted therapy is the total resection of the tumor (3). If tumor pathology also exhibits an anaplastic quality, radiotherapy must be administered after surgical intervention (6) . In this case presentation, an advanced-age cerebral ganglioglioma patient has been presented, and quality of this rare tumor has been discussed along with literature.
CASE PRESEnTATIon
A 53-year-old female patient applied to the neurology outpatient clinic of a state hospital with the complaints of headache, vomiting, and difficulty speaking for one week. On cranial magnetic resonance imaging (MRI), cystic mass lesion was reported in the left parietal lobe; thus, the patient was referred to our department. The lesion was 5x6 cm in size and had cystic anteroparietal contrasting on the cranial MRI in the left parietal region. It was reported as abscess ( Figure  1A-C) . There was no history of epilepsy. Physical examination was normal. In her neurological examination, the patient was conscious, cooperated, but dysphasic. Light reflex (LR) was bilateral (+/+). There were no additional findings and no pathological reflexes. Due to the neighborhood of the lesion to the motor cortex, the surgical approach was determined as transcortical path in the coronal column anterior, and the cyst content was removed. The cyst was not purulent or xanthochromic; thus, it was not considered an abscess. The walls of the cyst were examined thoroughly, which revealed nodular component at the anterior inferior wall. The lesion was removed totally. Postoperative course was uneventful, and the dysphasia was corrected. On the postoperative firstyear follow-up MRI, the patient had no findings other than the post-operational changes and porencephalic cyst ( Figure  2A ,B).
dISCuSSIon
The incidence rate of gangliogliomas, one of the rare tumors of the central nervous system (CNS), is 1% (3). In Hakim's and others' series, this rate was 0.3% in 5384 intracranial tumor patients (6) . The case reported here is the first ganglioglioma case we encountered among a total of 1154 intracranial tumor patients between 2001 and 2011.
These tumors generally grow slowly and have good prognosis, and approximately 5% are accompanied with congenital diseases such as Down syndrome, corpus callosum agenesia, polymicrogria, and Turcot syndrome (4) . In terms of localization, the tumor is frequently located in the temporal lobe, while other locations such as the frontal lobe and 3 rd ventricle are also common. The parietal lobe, occipital lobe, 4 th ventricle, cerebellum, thalamus, hypothalamus, pineal zone, brain stem and spinal cord are the other locations reported in the literature (1, 6) . In the present case, the tumor was in the parietal lobe.
Although the tumor location in the present case complies with the earlier reports of rarely encountered ganglioglioma locations, it is unique with respect to the age of the patient.. These mixed type CNS tumors, including neuroplastic neuronal and glial cells, are seen more frequently in the pediatric age and early adulthood (under age 30) (6, 9) . However, our patient who was diagnosed with ganglioglioma was 53 years old, which is significant in terms of the literature. 
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Gangliomas frequently cause chronic epileptic attacks resistant to antiepileptic treatment and exhibit clinical symptoms (7, 20) . In the presented case, the tumor did not cause epilepsy, which is the most common symptom and was present "silently" while manifesting through recent headaches and dysphasia.
Radiologically, gangliogliomas are usually seen as cystic and/ or calcified lesions. If GGs are in a solid structure on Cranial CT and MRI examinations, they show contrast enhancement and rarely contain calcifications (6) . On cranial CT, they have well-defined margins and focal calcifications, present in the form of contrast matter-involving lesions, which are formed of cystic and solid components: tumor tissue is generally isodense or hyperdense. In T1-weighted MRI examination, the tumor is seen as hypo-or isodense, and in T2-weighted MRI, it is seen as hyperintense and exhibits strong contrast matter enhancement (6, 21) . Differential diagnosis based on radiological evaluation includes astrocytoma, oligodendrioglioma, arachnoid cysts, and porencephalic cysts (2). In our case, there were no solid components on the MRI, and the radiological diagnosis was abscess.
The histopathologic diagnosis of ganglioglioma is made by showing neuronal cells that are diffused among the glial component (6, 16) . The ratios of these components within the tumor differ from each other, and both groups may exhibit cytological features of the neoplasia (6). Neuronal component consists of well differentiated but abnormal ganglion cells. Glial component frequently consists of astrocytic cells (6, 14) . For histopathologic evaluation, Miller and others have explained four qualities. These qualities are a) large mass batches that potentially resemble neurons, b) glial cells not exhibiting flocculation around neoplastic neuron cells, c) fibrosis and d) calcification existence (14) . Together with these findings, it is necessary to investigate the immunohistochemical neuronal and glial markers such as Synaptophysin, S-100, vimentine, chromogranin A, neuropeptide Y, NSE and GFAP (14, 19) for a complete histopathological diagnosis. In the histopathologic evaluation of ganglioglioma, finding abnormal shaped and two-nucleus neurons is diagnostic (2).
In GG treatment, the basic approach is total removal of the tumor (6) . It is stated that in post-operative period, the effect of radiotherapy and chemotherapy is not definitive. In tumors that residue or recur after operation, in tumors that have anaplastic and oligodendroglial cell component, in cases with the tumor in the brain stem, RT and CT must be administered after surgical treatment (6) . Adjuvant radiotherapy is especially indicated in patients exhibiting anaplasia or recurrence (13, 19) , while some authors have stated that this is of no use (15, 18) . The literature shows that histological grade or resection grade do not affect the relapse and that tumor localization or grade do not have any effects on post-operative adjuvant therapy administration (15) . As in the present case, the mass is completely removed. We followed the patient in the light of the recommendations in literature. The patient was not administered radiotherapy.
ConCLuSIon
The tumor of our patient was in the form of a purulent abscess; in cases with suspected ganglioglioma, the cystic walls must be examined carefully, and mural nodule should be explored It should also be kept in mind that gangliogliomas may be rarely seen in advanced ages, with different neurological findings such as dysphasia, and anatomical localizations.
